Despite the large numbers of cases and deaths from prostate cancer both nationally and internationally, there is little consensus on its aetiology and very few risk factors have shown consistent associations. Four a priori hypotheses for the present study were decided in advance (Kay et al., 1989) . These covered associations between prostatic cancer and dietary fat intake (positive), green vegetable intake (negative), sexual history and farming as an occupation.
In 1991, there were 8570 deaths from prostate cancer in England and Wales, second only to lung cancer as the commonest single site for neoplasm deaths among males (Office of Population Censuses and Surveys; OPCS, 1991). These deaths formed over 11% of all male deaths from neoplasm and 3% of all male deaths. Cancer of the prostate is the third commonest form, with over 12 000 registrations annually, accounting for about 9% of male registrations (OPCS, 1993) .
In Somerset, more than 100 new cases of prostate cancer occur each year, with 94 deaths in 1991 accounting for nearly 15% of male neoplasm deaths and nearly 4% of all male deaths. Figure 1 shows how prostate cancer mortality has been increasing nationally and locally in recent years. Over the 17 years covered by the graph, Somerset has had an average of 11.5% higher death rate than the national rate (95% confidence interval 5.0%-18.1%). In recent years, the national average has increased to the Somerset level and it is not known whether the previously high recorded rate in Somerset is real or an artefact of increased detection or local death registration practice. The Atlas of Cancer Mortality for England and Wales 1968-78 (Gardner et al., 1983) identifies several areas of Somerset with high rates together with some areas in east Devon bordering Somerset. This paper reports on a case-control study undertaken in Somerset and east Devon to identify possible causes.
Despite the large numbers of cases and deaths from prostate cancer both nationally and internationally, there is little consensus on its aetiology and very few risk factors have shown consistent associations. Four a priori hypotheses for the present study were decided in advance (Kay et al., 1989) . These covered associations between prostatic cancer and dietary fat intake (positive), green vegetable intake (negative), sexual history and farming as an occupation.
Other factors suggested in previous studies were also considered, although they did not represent a priori hypotheses. I 1975 1977 1979 1981 1983 1985 1987 1989 1991 1976 1978 1980 1982 1984 1986 1988 1990 Figure (Kay et al., 1989) . Rapid reporting from histopathologists enabled early identification of cases (all of whom were considered eligible for inclusion) and potential BEP controls. In general the BEP patients with the closest match for age were selected from the same list as the cases but individual matching was not maintained; owing to failures to match and refusals, selection of BEP controls was latterly conducted so as to maintain balance within age groups. Non-urological controls were selected through the hospitals' patient administration systems. A list of potentially eligible patients in the relevant age group, in a randomised order, was used by the interviewer to select the control. Starting at the top of the list, the interviewer assessed the suitability of the patient based on his reason for admission to hospital and the list of exclusion conditions. The first suitable willing patient on the list was then used as a non-urological control.
Interviews
Data collection for cases and controls was based entirely on interviewer-administered questionnaires. Whenever possible it was intended to conduct interviews in hospital, but this generally proved impossible for most cases and BEP controls, and nearly all these patients were interviewed at home. About 60% of non-urological controls were interviewed in hospital. As far as possible interviewers were blinded in respect of cases and BEP controls but not for non-urological controls. Different interviewers operated in each of the three areas. Interviews generally lasted about 1.5 h. As well as obtaining ethics committee approval for the study in general, signed consent letters to approach patients were obtained from individual consultants, which was particularly useful for the interviews in maximising response.
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